Turkey, Syria, Lebanon, Palestine, Israel, Afghanistan, Jordan, and Cyprus) (Cambridge Encyclopedia of the Middle East and North Africa, 1988) and Arab countries in North Africa, 27 per cent came from South Asia (Pakistan, India, Bangladesh, Sri Lanka, Nepal, Bhutan, and the Maldives) (Saleem, 2009) , 8 per cent came from Europe, 6 per cent came from non-Arab African countries and 10 per cent came from other countries.
South Asian and Middle Eastern Muslims living in the US continue to be impacted since the events of 11 September 2001. They have experienced increased hate crimes, discrimination, deportation hearings, religious profiling at airports, vandalism of mosques and physical violence (Moradi and Hasan, 2004) . In a survey by Gallup (2010) , Muslims were found to be more likely (48 per cent) than other major faith groups to have experienced discrimination due to their race or their religion. In a national poll conducted soon after 9/11, 20 per cent of Middle Eastern Americans reported experiencing discrimination after 9/11 because of their ethnicity, 45 per cent reported knowing about a person who experienced similar discrimination after 9/11, and 61 per cent worried about discrimination and its long-term effects (Zogby, 2001) . In addition to discrimination, being perceived as terrorists, ignorance about their religion, and stereotyping are among the biggest problems cited by American Muslims (Pew Research Center, 2007) .
Mental health issues
Given the climate of increasing discrimination over the last seventeen years, it is unsurprising that a significant number of Middle Eastern and South Asian Muslims report suffering from anxiety and/or depression. A recent study with 601 Arab Americans, 70 per cent of whom were Muslim, found that 50 per cent were in the clinically significant range of depression, 22 per cent experienced mild-tomoderate anxiety, 14 per cent experienced moderate-to-severe anxiety, and 11 per cent experienced severe anxiety (Amer and Hovey, 2012) . PTSD symptoms have also been found among American Muslims due to trauma associated with 9/11, discrimination, and wars in their native countries (Abu-Ras and Abu Bader, 2008) .
Additionally, Muslims in the US have been found to be less happy in their lives when compared to the average American population. A national demographic study of 1,050 Muslims living in the US showed that only 78 per cent reported being 'happy' whereas 87 per cent of the normative American sample reported being 'happy'. Immigrant Muslims reported even lower rates of being 'happy' (Pew Research Center, 2007) . There are a variety of presenting issues that might be prevalent in the Muslim population living in the US, including familial issues relating to boundaries, gender roles, parent-child conflicts, intergenerational conflicts and extended family issues (Daneshpour, 2009) . These issues can all be a great source of distress among Muslims due to the importance of family in Islam and Muslim cultures. It is also argued that Muslim couples struggle with similar issues faced by couples of other faiths and cultures, such as issues around communication, parenting, financing, division of labour and decision-making (Daneshpour, 2009 ).
Barriers to seeking services
The climate of discrimination seems to play a role in the low utilization rates of mental health services by Muslims (Altareb, 1996; Kelly, Aridi and Bakhtiar, 1996) . Many Muslims 'approach psychology with doubts, antipathy, and suspicion' (Abu Raiya, Pargament, Stein and Mahoney, 2007, p. 186 ) since they view it as a Western concept that is secular and anti-religious, making it unsuitable for the Islamic way of life. Other barriers include negative views of Islam or Muslims, fear of stereotyping and discrimination, feeling misunderstood, shame in seeking outside help and lack of therapists' knowledge of Islam and the culture (Daneshpour, 1998) . Thus, Muslims tend to rely on support from God (Allah), family members or religious clergy (Weatherhead and Daiches, 2010) . In fact, when compared to other groups, Muslims are most likely to believe in the power of their faith and social support to help manage their depression (Lowenthal, Cinnirella, Evdoka and Murphy, 2001 ). Moreover, spiritual or practising Muslims tend to have a unique relationship with their religion, where religion plays an important role in almost every aspect of life.
A review of the literature
Much of the therapy literature on Muslims presents guidelines on how to do effective culturally sensitive psychotherapy with Muslims and provides anecdotal evidence (e.g. Ahammed, 2010; Sauerheber, Nims and Carter, 2014) , but it is not grounded in empirical research. Beyond guidelines, the literature does not provide discussions related to challenges and strengths that arise in therapy for therapists working with Muslim clients. Moreover, despite the large presence of South Asian and Middle Eastern Muslims in the US and the likelihood that they will be seen by non-Muslim Caucasian therapists, research on cross-cultural issues with this therapist-client dyad is scarce.
Differences in ethnicity/race and religion between therapists and their clients have been found to impact upon therapy among other culturally diverse populations. However, studies on ethnic/racial differences have yielded mixed results regarding treatment satisfaction (e.g. Chang and Yoon, 2011) , treatment outcomes (e.g. Erdur, Rude and Baron, 2003; Flicker et al., 2008) and client preference for ethnically/racially similar or dissimilar therapists (e.g. Chang and Yoon, 2011; Horst, Mendez, Culver-Turner, Amanor-Boadu, Minner, Cook, Stith and McCollum, 2012) , which suggests the presence of both challenges and strengths in cross-ethnic/racial therapeutic encounters. In terms of religion, research findings suggest that religious clients prefer religiously similar therapists (Worthington, Kurusu, McCullough and Sandaage, 1996) , terminate services sooner with non-religious therapists (Welkowitz, Cohen and Ortmeyer, 1967) , report satisfaction with treatment more often when their religious values are similar to the values of their therapists (e.g. Bergin, 1985) and experience less successful outcomes with non-religious therapists (e.g. Welkowitz et al., 1967) . This suggests the presence of challenges between therapists and clients belonging to different religious affiliations. Additionally, some possible transference (e.g. over-compliance and mistrust) and countertransference (e.g. denial of ethno-cultural differences and guilt) issues have been identified in ethnically/racially different therapist-client dyads (Comas-Diaz and Jacobsen, 1991) . Literature on religious differences also discusses challenges related to countertransference issues, such as anger, discomfort and envy (Aten, 2011; Lijtmaer, 2009) when working with religiously different clients.
Regarding South Asian and Middle Eastern Muslims, there are only a handful of studies that have looked into experiences of treatment when this population is treated by therapists that do not share either the ethnicity and/or religion of these clients. One study explored the experiences of Middle Eastern Muslim clients receiving occupational therapy from ethnically/racially and/or religiously dissimilar therapists (Pooremamali, Eklund, Ostman and Persson, 2012) . Participants reported some challenges, such as having to conceal their religion to avoid judgment, feeling misunderstood and therapists' lack of understanding and cultural competence. Another study presented a case illustration which included discussion on challenges encountered by a non-Muslim Caucasian clinician working with a Middle Eastern Muslim client (Cook-Masaud and Wiggins, 2011) . For example, the clinician reported struggling with the fact that her client viewed her as an authority figure, which conflicted with the clinician's attempt at collaborative treatment.
Although there is no empirical literature on challenges encountered by therapists working with the South Asian and Middle Eastern Muslim population, many authors provide suggestions based on Islamic beliefs, cultural practices and personal experiences. Some argue that therapists might face reluctance or resistance from Muslim clients due to stigma about psychotherapy amongst this population (e.g. Abu Raiya and Pargament, 2010) and suggest addressing this early on in treatment to acknowledge and validate their feelings (Sauerheber et al., 2014) . Others argue that Muslims will be hesitant to share their personal or interpersonal concerns or difficulties, and they typically expect a medical cure from therapy (Daneshpour, 2009b) . Some authors have discussed the possibility of Muslim clients responding to their therapists' advice out of deference to authority or due to shame (Springer et al., 2009) . Others have discussed the challenge therapists might experience in trying to understand the difference between how Islamic beliefs and country of origin practices influence marriage (Abbott, Springer and Hollist, 2012 ' (p. 231) . Regarding strengths, the literature provides even less information about the potential therapy benefits that may be found when Muslim clients are seen by nonMuslim therapists. One strength suggested in the literature is that Muslim clients may feel more comfortable and safer in discussing certain topics, such as substance use or doubts related to religious beliefs, with a non-Muslim Caucasian therapist as they would not feel as guilty or judged (Ali, Liu and Humedian, 2004 ).
The present study
Existing literature and research demonstrates that ethnic/racial and religious differences between therapists and clients impact therapy in various ways that result in both challenges and strengths. Caucasian non-Muslim therapists working with South Asian and Middle Eastern Muslim clients may also experience certain challenges and strengths in therapy, although the literature does not provide an empirical basis for this. Consequently, the present study used a phenomenological framework to explore the lived experiences of non-Muslim Caucasian licensed MFTs who have worked with South Asian and Middle Eastern Muslim individuals, couples and families. Specifically, the study explored the challenges and strengths that arose in therapy as a result of ethnic/racial and religious differences between the therapists and their clients, and how the therapists managed the challenges and strengths in therapy. In-depth, semi-structured interviews were conducted in person to obtain rich and descriptive details of therapists' experiences within their contexts.
Method

Participants
Eight individuals who self-identify as non-Muslim Caucasian, licensed MFTs were interviewed for the present study. Using a purposive sampling method, participants were recruited through an electronic mail sent out to various MFT professional listservs. The recruitment mail called on volunteers who had conducted at least one fifty-minute therapy session with two different clients (individual, couple, or family) within the past twelve months where at least one member was a South Asian or Middle Eastern Muslim. After screening for eligibility, participants were recruited and interviewed.
Procedures
Before this research was conducted, the researcher sought approval from the Institutional Review Board. Informed consent was obtained from all participants before interviewing them. The researcher conducted a semi-structured interview with each individual participant in their office. Two participants completed the remainder of their interview over the phone on a later date. Prior to the interview, participants were also asked to fill out a demographic questionnaire which gathered information regarding gender, age, religious affiliation, level of education, multicultural training and level of experience working with ethnically/racially and religiously different clients, including South Asian and Middle Eastern Muslim clients.
Semi-structured interviews
An in-depth, semi-structured interview was employed to gather qualitative data regarding the participants' experiences working with South Asian and Middle Eastern Muslim clients. The questions inquired about specific challenges and strengths that the participants encountered that resulted from ethnic/racial and religious differences and how the participants managed the challenges and strengths in therapy. Participants were asked to focus on their experiences from the past twelve months, but some of them occasionally discussed experiences beyond the past twelve months when responding to the interview questions. Participants were also asked about how they perceived their experiences with South Asian and Middle Eastern Muslim clients when compared to experiences of working with other ethnically/racially and religiously different clients. Lastly, participants were asked about what they would do differently with these clients and the advice they would give to other non-Muslim Caucasian therapists working with this population. Interviews lasted approximately one to two hours. The interviews were audio-recorded and transcribed by a third party who signed a confidentiality agreement. Throughout the research process, measures were taken to protect the confidentiality of participants and their clients.
Analysis
To analyse the data, the researcher conducted a thematic analysis whereby patterns and themes were identified, categorized, and analysed within the data (Braun and Clarke, 2006) . First, the researcher became familiar with the data by reading each transcript approximately four times. As each transcript was read, preliminary codes were produced and further refined as patterns of words and phrases were identified. Next, the researcher interpreted the meanings of these patterns and formulated tentative themes that emerged into which the codes were categorized. The themes were then reviewed and revised until they became representative of the sample. Lastly, the researcher defined the themes and named them based on the context of the overall analysis.
To establish validity and reliability, the transcripts, codes, themes and descriptions of the participants were reviewed by a second researcher. The two researchers collaborated on identifying and refining the themes and sub-themes until they fitted the overall data.
Demographics
A total of four females and four males were interviewed for the present study. The sample ranged from 33 years to 62 years old. All participants were Caucasian Americans and majority of them identified as belonging to various denominations of Christianity with varying levels of religiosity. All participants were practising licensed MFTs in a Northeastern state of the US, with experience ranging from one and a half years to nineteen years. The average percentage of South Asian and Middle Eastern Muslim clients seen altogether was 26 per cent. Participants identified varying levels of multicultural training experience but all participants, except one, identified receiving multicultural training from coursework in graduate school. See Table 1 for detailed demographics of participants.
Researcher characteristics
The primary researcher, who also conducted the interviews, is a 1.5-generation Pakistani American Muslim female. Throughout the data collection and analysis phase, the researcher kept a journal of her reflections in order to bracket her own personal reactions as an individual belonging to the population the therapists were being interviewed about. Meetings were also held with a second researcher, a first-generation Argentinian, to process the primary researcher's reactions to the interviews.
Findings
Several themes emerged in response to the various areas of inquiry in the interview regarding ethnic/racial and religious differences between therapists and South Asian and Middle Eastern Muslim clients. Themes have been grouped into the following areas: challenges, strategies and recommendations, and benefits from ethnic/racial and religious differences. 
Experiences of non-Muslim Caucasian therapists
Challenges from ethnic/racial and religious differences All participants reported experiencing challenges when working with South Asian and Middle Eastern Muslim clients and the following themes emerged: (a) managing clients' therapy expectations; (b) engaging clients in therapy; (c) potential effects of the negative image of Muslims on the therapeutic relationship; (d) hypervigilance and discomfort; (e) clients' lack of trust; (f) understanding and accepting cultural and religious differences; and (g) staying neutral.
Managing clients' therapy expectations. Five participants described how their clients expected therapy to be fast and expected therapists to take sides and provide solutions to their problems. Participants reported that their challenge was to manage their clients' expectations, which were in conflict with how the participants provided therapy. Joe stated:
The sense that I got at the beginning was he wanted to come in, say, 'Here's the problem, tell me what to do with my sons'. And I don't quite work that way. He's like, you know, 'Tell me what I should go do, tell me what I should tell them', like he was repeatedly asking me for very specific instructions and step-by-step prescription of what to do. So that kind of took me aback a little bit.
Engaging clients in therapy. Although participants did report on experiences with long-term clients, they also expressed concerns about those clients that dropped out of therapy prematurely. Six participants described how their clients dropped out of therapy between the first and fifth session, how they were not able to engage family members into coming into sessions, or how they hoped to have more time with their clients.
Potential effects of negative image of Muslims on the therapeutic relationship. Three participants reported their awareness of racism, prejudices, negative stereotypes and discrimination against Muslims living in the US and how it may impact the therapeutic relationship. Alice offers one of these examples:
I think the young man would've had kind of an assumption that I might not have understood like his family background or the fact that he was Muslim . . . I do think that that was -he might've assumed that I would have perhaps a negative view or he would've come in worrying about the fact that his Muslim faith would be -people might respond negatively.
Hypervigilance and discomfort. Three participants reported experiencing feelings of paranoia and hypervigilance, or discomfort, as a result of being aware about how their clients perceived Caucasian therapists. For male therapists, discomfort was also reported when working with female clients because of the nature of their perceptions of malefemale relationships in Muslim cultures. Ted explained:
Male and female kind of in an enclosed space. I felt a little uncomfortable with it. Like I knew it would, you know, in their world, it would be wrong. And so I'm -I was aware of that. And I think I was just feeling that cultural difference.
Clients' lack of trust. Seven participants reported their sense of clients not trusting them, being reluctant to share information with them, or not being completely open with them. Kathy said, 'And I think . . . the [client] could not bring himself to trust me . . . he never said that to me except he said it not verbally.'
Understanding and accepting cultural and religious differences. All participants reported experiencing challenges related to understanding and accepting various cultural and religious perspectives in marital relations, parent-child communication, sexuality and influence of family. For example, Kathy described her challenge in understanding the influence of the mother on her client:
That's a theme that runs through a lot of these family systems is that the mother holds incredible sway, incredible sway . . . If there is an opinion about a choice of partner or career, a lot of people can get involved in expressing that, so that's really different from my experience as an American . . . But his mother threatened to disinherit him, cut him off . . . that was so astonishing to me.
Staying neutral. Four participants reported staying neutral was a challenge when their own values aligned more with those of some family members. For example, Cara stated:
I felt sided to with the daughter who did not want to be put into an arranged marriage. I felt biased towards that belief system because that is what I was raised around. And, so, it was hard . . . but I know that I'm biased towards agreeing with the daughter around allowing her to partner with a woman if she wanted to and all of those things.
Strategies and recommendations to manage ethnic/racial and religious differences
Participants used the following strategies and made these recommendations to manage ethnic/racial and religious differences: (a) awareness and acknowledgement of differences; (b) clarification of roles in therapy; (c) creation of a safe environment; (d) knowledge about the South Asian and Middle Eastern Muslim population; and (e) acknowledgement of clients' contextual challenges.
Awareness and acknowledgement of differences. Five participants reported trying to be aware of the existing cultural and religious differences between them and their clients, two participants reported acknowledging these differences to their clients in therapy and a third participant made this a recommendation to other therapists. Hal explained how he acknowledged differences to his clients, stating:
When people come in, I often will say, 'Ok, so, you're going to notice that I'm different from you, and we believe differently on certain things. So if I start suggesting things that don't fit for you, let's talk about it.'
Clarification of therapy roles. Seven participants reported trying to help clients understand what their expertise as therapists is and that clients are experts on their own lives. Ted explains how he clarified his role as a therapist and attempted to make his client the expert. Creation of a safe environment. Seven participants reported creating a safe environment for their clients by maintaining an open and curious stance, by remaining neutral and non-judgmental, and by joining, supporting, listening, normalizing, validating, accepting, respecting and empathizing with their clients. Hal explained:
I try really hard to join with people. It's probably one of the strengths that I have the most is being able to help people feel at ease and not judged and I certainly try to steer away from shame as much as possible. I think I talk about some of that stuff with people in regards to judgment and shame and how this is a protected environment and stuff like that to help people feel more comfortable.
Knowledge about the South Asian and Middle Eastern Muslim population. Three participants recommended learning about the South Asian and Middle Eastern Muslim population and described ways in which they had improved their knowledge. One of them, Charlie, read the Quran and strongly recommended other therapists to do the same. Another participant recommended having conversations about faith with the clients. A third participant, Joe, reported attending workshops on how to work with Muslim clients, consulting with peers, and seeking supervision from a Muslim therapist. He explained, 'It was one-on-one, sitting down with a Muslim therapist who could really sit with me and just kind of talk about the detailed case and really specifics. That was really useful.' Joe also recommended other therapists to develop a personal relationship with an individual of this population outside of therapy in order to learn, stating: 'Find Muslims! Befriend them! Learn from them. Get close and just learn as much as you can just to be comfortable with what's different.' Acknowledgement of clients' contextual challenges. Two participants considered it was helpful to acknowledge in therapy the difficulties this population may be experiencing in the US and being aware of their socio-political situation. For example, Kathy described acknowledging to her clients that she is aware of and sensitive to the prejudice they may be experiencing in the US:
That is a piece of joining for me to be aware of that [prejudice against Arab Muslims] and also to acknowledge to them the difficulties of being targeted in terms of prejudice and just to announce, let them know that I am sensitive to that and I think that's horrendous and, you know, and I want to know how they manage that and how that impacts them.
Benefits from ethnic/racial and religious differences All participants were able to identify strengths that derived from ethnic/racial and religious differences with South Asian and Middle Eastern Muslim clients. The following themes emerged: (a) easier to make clients the experts and be curious about them; (b) opportunity to learn about a different culture and religion; (c) outsider perspective benefits clients; (d) opportunity to incorporate religion into treatment; and (e) facilitation of therapeutic relationship.
Easier to make clients the experts and be curious about them. Six participants reported how ethnic/racial and religious differences helped them to make their clients experts concerning their own lives and be curious about them. Kathy stated, 'I think also by being different from them religiously and culturally, I can ask any question I want.'
Opportunity to learn about a different culture and religion from clients. Four participants reported learning about their clients' culture and religion, and three of these participants identified this as a strength in working with this population.
Outsider perspective benefits clients. Seven participants reported how ethnic/racial and religious differences with their clients provided opportunities to create new experiences for their clients, provide fresh perspectives, and make it easier for their clients to talk with them about certain issues as the clients felt less judged by someone outside of their culture and religion. For example, Sheryl shared the following episode in her work with one of her clients:
Even like the ability of introducing boundaries in like this person's family system where there may have been enmeshment and fusion is the norm . . . to be able to say that you can be a good, kind person and say 'no' seemed to her very revelatory and like, 'Oh, I can love my parents and still set limits' . . . and so just the education around that seemed helpful, which could be Western informed.
Opportunity to incorporate religion into treatment. Four participants reported how ethnic/racial and religious differences with their clients brought more opportunities to incorporate religion into the therapy process by way of asking clients about their faith, religious beliefs and role of prayers to assist clients in managing their presenting issues. For example, Alice asked her client about how his religion views suicide in an attempt to deter him from attempting suicide. Another participant, Charlie, described how he challenged a client by asking him whether there is any basis for domestic violence in the Quran in an effort to deter him from any future domestic violence. He explained: I said . . . 'Show me in here where it's okay to do it' . . . And so I am not, like I told them, I'm not an expert in this but I wanted him -I challenged him to show me where it was ok for him to treat his wife like this. And he couldn't really find anything, you know.
Facilitation of therapeutic relationship. Six participants reported that ethnic/racial and religious differences with their clients offered them opportunities to build a stronger therapeutic relationship when they could understand both the Western culture and their clients' cultures. Hal explained how sharing his knowledge about clients' culture or religion helped him to join with his clients:
I think, the few things that I do know about those cultures and the Muslim religion, is whenever I knew something, they're like, 'Oh yeah, you know about that!', 'Yeah!' So it was an opportunity to join as well. I don't know if celebrate it would be the term, but they're like, 'Ok, you get it, you get some of that', so a sense of joining.
Discussion
Given the limited amount of literature on therapy with South Asian and Middle Eastern Muslim clients and its anecdotal nature, this qualitative study sought to understand the challenges, suggestions to manage such challenges, and benefits from ethnic/racial and religious differences between non-Muslim, Caucasian licensed MFTs working with the South Asian and Middle Eastern Muslim population.
Eight participants provided detailed descriptions of the challenges and strengths they experienced with this population. The experiences of these therapists need to be considered in the context of their clients who, for the most part, were described as assimilated and/or as not devout Muslims.
Challenges
Despite not working with devout Muslims and the fact that most participants had received multicultural training in graduate school, all participants reported experiencing challenges with their South Asian and Middle Eastern Muslim clients. Some of those challenges were not seen as unique to working with this population as they were also found among the work with clients belonging to other collectivist cultures.
One of the challenges experienced by these therapists when working with South Asian and Middle Eastern Muslim clients was a misalignment between their views about the therapy process and what these clients expected from therapy. These therapists viewed therapy as a collaborative process where the client was the expert, whereas they reported their clients expected therapy to be fast and the therapist to take sides and provide specific solutions. This seems to be in line with the literature that describes this population as typically expecting a medical cure from therapy (Daneshpour, 2009b ) and looking to their therapist out of deference to authority (Springer, Abbot and Reisbig, 2009 ). In addition, participants experienced difficulties in keeping their clients engaged in therapy, as some tended to drop out of therapy prematurely, usually between the first and the fifth sessions. Coincidentally, past research (Wintersteen, Mensinger and Diamond, 2005) has also reported lower retention rates when clients are seeing ethnically/ racially different therapists. However, the challenge in keeping clients engaged in therapy could be closely related to the mistrust that most participants reported perceiving in their clients. Therapists in this study reported sensing mistrust through their clients' reluctance to share information and their lack of complete openness towards the therapists. Client mistrust has been reported in previous literature, especially among ethnic/racial minority clients seeing Caucasian clinicians (e.g. Comas-Diaz and Jacobsen, 1991; Thompson, Worthington and Atkinson, 1994) and could be one of the reasons for early termination of therapy. In turn, therapists in the present study argued that clients' mistrust could be associated with fear of being negatively stereotyped or misunderstood due to the sociopolitical climate in the US surrounding Muslims. This fear has been argued to contribute to the Muslim population's under-utilization of mental health services (Daneshpour, 1998; Muhammad, 2015) .
Another interesting finding in this study that was reported to affect the therapeutic relationship is that some therapists described feeling hypervigilant or uncomfortable with some of their South Asian and Middle Eastern Muslim clients. One therapist was afraid of clients' negative perceptions of Caucasians and two of the male therapists felt uncomfortable when meeting individually with female clients, given Muslims' perceived views on gender norms and relationships.
Once again, despite the multicultural training all the participants had received, all of them reported struggling in understanding and accepting the different cultural and religious perspectives that their South Asian and Middle Eastern Muslim clients brought to them regarding marital relations, influence of family, parent-child communication patterns, and sexual matters. These struggles reflect findings from previous studies in which therapists have been found to be less likely to understand their clients' problems when the clients are ethnically/racially different from the therapists (Murphy, Faulkner and Behrens, 2004) . These struggles could explain another challenge that half of the therapists in the present study also reported: staying neutral and not aligning with the family members that were more westernized. This is an important challenge for marriage and family therapists in particular because of the nature of their work. Younger generations tend to be more westernized and therapists may end up subtly aligning with children against parents, which may be particularly unadvisable when working with South Asian and Middle-Eastern Muslim families. This may unintentionally undermine their non-Western culture and religion (Griffith and Abugideiri, 2002) . In fact, one of the participants in the present study recommended that therapists should avoid aligning against the parental generation as they will 'lose'. Additionally, the literature on this population has emphasized the importance of inviting family members into therapy (e.g. Abbott, Springer and Hollist, 2012) .
Strategies and recommendations
The strategies used or recommended by non-Muslim, Caucasian MFTs when working with South Asian and Middle Eastern Muslim clients are consistent with the guidelines typically described for therapists to develop or increase cultural competence. This consistency might suggest that the therapists in this study are actually relying on the culture competence they have acquired through prior training and experience to work with this racially/ethnically and religiously different population. The first step for therapists to provide culturally competent services is to be aware of their own assumptions and biases (Sue and Sue, 2008) , which is precisely what was emphasized by most participants. Therapists in this study highly recommended being aware of cultural and religious differences between them and their clients and even acknowledging these differences in therapy. According to participants, this acknowledgement benefited the therapeutic relationship and empowered clients by giving them permission to speak up when their therapists' suggestions did not seem culturally appropriate.
Understanding the worldview of the culturally diverse clients is another step to develop cultural competence (Sue and Sue, 2008) . As a matter of fact, some participants in this study strongly recommended learning about Islam and the South Asian and Middle Eastern cultures by reading the Quran and coming into contact with members of the community. The third component of increasing cultural competence in therapists includes developing culturally appropriate intervention strategies and techniques (Sue and Sue, 2008) . In line with this component, participants recommended attending workshops on how to work with Muslim clients, seeking supervision from a Muslim therapist and consulting with peers. Among the strategies used to work with this group, one therapist recommended incorporating the Quran in therapy, which is consistent with what has been recommended in anecdotal literature (e.g. Razali, Aminah and Khan, 2002; Sue and Sue, 2008; Vasegh, 2011) .
In addition, and consistent with marriage and family therapy collaborative approaches (Anderson and Gehart, 2007) , all participants emphasized the need for creating a safe environment for their clients by staying non-judgmental, avoiding assumptions and remaining curious and open to learn more about their clients' cultural and religious contexts, all of which has been underscored in past studies relating to culturally diverse clients (Chang and Berk, 2009; Horst et al., 2012) . Therapists in the present study also recommended showing their clients they understood the different context in which their clients lived, in terms of living in a non-South Asian, non-Middle Eastern, and nonMuslim culture, and in terms of living in a climate where this population is negatively portrayed, stereotyped and discriminated. Moreover, one of the therapists reported keeping up with the news and the overall political climate impacting the American Muslim population and acknowledging it in therapy to her clients. This is consistent with Roysircar's argument that clinicians are responsible for understanding the political climate that affects their Muslim clients (2003) .
Benefits
The majority of the participants found that working with clients that did not share their cultural and religious background made it easier for them to be open and curious about their clients. Nearly all participants reported benefits for their clients, since as outsiders of their cultural and religious community they could be non-judgmental while also opening up possibilities for their clients. This is consistent with the argument that has been expressed in the literature that some Muslim clients may feel safer and more comfortable with a non-Muslim therapist (Ali, Liu and Humedian, 2004) .
A few therapists in this study also found it beneficial to have the opportunity of learning about a different culture and religion from their own by working with South Asian and Middle Eastern Muslim clients. They also reported having the opportunity to incorporate religion into treatment by way of asking clients about their faith, religious beliefs and the role of prayers. This finding adds to previous literature recommending therapists to incorporate religion into treatment (e.g. Razali, Aminah and Khan, 2002; Sue and Sue, 2008; Vasegh, 2011) by suggesting this can even be a strength in therapy resulting from religious differences between non-Muslim therapists and their Muslim clients. Lastly, therapists reported that ethnic/racial and religious differences facilitated the therapeutic relationship through their ability to join and connect with their clients by way of relating to the clients due to having prior exposure to cultural diversity, experience with Muslim clients, knowledge of clients' culture or religion, or having similarities with clients' culture or religion. This finding suggests that ethnic/racial and religious differences may also be regarded as opportunities for improving the therapeutic relationship, and not just as creating obstacles.
Limitations
The findings of this study are based only on a sample of eight individuals, all practising on the East Coast in a state that is very ethnically/ racially and religiously diverse. Thus, the experiences of these participants may not be representative of therapists practising in other parts of the US that are not as culturally diverse. Given where they practise, these participants are exposed to a lot of cultural diversity in their environment as well as among the clients they see, possibly making them more comfortable, aware and experienced in working with ethnically/racially and religiously different clients. Therapists working in other parts of the US may have much less exposure to cultural diversity and many fewer opportunities to work with South Asian and Middle Eastern Muslim clients. Therefore, they may experience different challenges and strengths.
Additionally, the participants were aware during the interviews that the interviewer, the primary researcher, belonged to the population they were being interviewed about. Although the researcher encouraged participants to be open about both their positive and negative experiences with this population, participants may have held back from being completely open and honest about their experiences. Lastly, although the researcher bracketed her thoughts during the interviews, the questions she asked may have elicited certain responses from the participants.
Clinical implications
The findings of this study have important implications for non-Muslim, Caucasian MFTs working with South Asian and Middle Eastern Muslim clients. Despite the fact that all of the therapists interviewed in this study had received multicultural training, they all experienced challenges when working with this population, partially stemming from their own Western values and partially from the current socio-political context of discrimination against this population in the US. This would suggest non-Muslim, Caucasian MFTs should be prepared to experience at least some of the challenges described in this study and should try to be resourceful in addressing them. In that regard, some of the strategies recommended by the therapists interviewed in this study might also be useful. Some of the recommendations are consistent with what has usually been the basic components of multicultural training: awareness of own biases and prejudice, knowledge about the specific population, use of culturally sensitive interventions (Sue and Sue, 2008) . However, findings from this study also suggest that managing their own biases was particularly hard for therapists, and it may require ongoing attention and work for non-Muslim, Caucasian MFTs when working with this population. It seems these efforts might help to prevent MFTs from siding with the younger, more Americanized generations among South Asian and Middle-Eastern Muslim families, thus reducing the chances of MFTs favouring one culture and religion over another, and from excluding parents in treatments. In fact, therapists in this study strongly recommended including parents, due to their influence in this population. As part of gaining knowledge about South Asian and Middle Eastern Muslims, therapists in this study recommended understanding their clients' faith by reading the Quran, developing a personal relationship with someone of this community, and consulting with Muslim therapists and supervisors. Some of these therapists also recommended inviting clients to share their religiously informed views on their presenting issues as part of a culturally sensitive strategy when working with this population.
It is possible some of the challenges faced by these therapists might be related to the current context of discrimination and negative stereotyping of this population in the US. This context may have played a big role in the early termination of therapy and the lack of trust therapists perceived their clients to be experiencing. In this regard, therapists in this study emphasized the importance of creating a safe place for these clients by remaining non-judgmental, open, genuinely curious, acknowledging their ethnic/racial and religious differences, and staying informed about and understanding the context in which these clients are living in the US.
Future research
Future research should use a larger sample of non-Muslim, Caucasian Licensed MFTs practising in different regions of the US in order to capture experiences that are representative of all therapists and not just those practising on the East Coast. Additionally, a researcher who is not affiliated with the South Asian, Middle Eastern and Muslim population should conduct the interviews in future research to ensure the comfort of therapists in opening up about their experiences with South Asian and Middle Eastern Muslim clients. Lastly, future research on the experiences of South Asian and Middle Eastern Muslim clients seeking therapy from non-Muslim, Caucasian therapists can supplement the findings of this study by providing the clients' perspective of challenges and strengths in therapy.
Conclusion
The present study investigated the experiences of non-Muslim, Caucasian licensed MFTs who are working with, or have worked with, South Asian and Middle Eastern Muslim clients. Despite the multicultural training all of these participants had received, they all identified challenges in working with this ethnically/racially and religiously different group. Nonetheless, they identified benefits and opportunities while also recommending strategies to address the challenges they faced. Findings from this study are supportive of principles of multicultural training and are helpful for those non-Muslim,
